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Abstract
Background: The social environment in which children grow up is closely associated with their health. The aim of
this study was to investigate the relationship between maternal educational level, parental preventive behavior,
parental risk behavior, social support, and use of medical care in small children in Malmö, Sweden. We also wanted
to investigate whether potential differences in child medical care consumption could be explained by differences
in parental behavior and social support.
Methods: This study was population-based and cross-sectional. The study population was 8 month-old children in
Malmö, visiting the Child Health Care centers during 2003-2007 for their 8-months check-up, and whose parents
answered a self-administered questionnaire (n = 9,289 children).
Results: Exclusive breast feeding ≥4 months was more common among mothers with higher educational level.
Smoking during pregnancy was five times more common among less-educated mothers. Presence of secondhand
tobacco smoke during the first four weeks of life was also much more common among children with less-
educated mothers. Less-educated mothers more often experienced low emotional support and low practical
support than mothers with higher levels of education (>12 years of education). Increased exposure to unfavorable
parental behavioral factors (maternal smoking during pregnancy, secondhand tobacco smoke and exclusive
breastfeeding <4 months) was associated with increased odds of in-hospital care and having sought care from a
doctor during the last 8 months. The odds were doubled when exposed to all three risk factors. Furthermore,
children of less-educated mothers had increased odds of in-hospital care (OR = 1.34 (95% CI: 1.08, 1.66)) and
having sought care from a doctor during the last 8 months (OR = 1.28 (95% CI: 1.09, 1.50)), which were reduced
and turned statistically non-significant after adjustment for unfavorable parental behavioral factors.
Conclusion: Children of less-educated mothers were exposed to more health risks, fewer health-promoting factors,
worse social support, and had higher medical care consumption than children with higher educated mothers. After
adjustment for parental behavioral factors the excess odds of doctor’s visits and in-hospital care among children
with less-educated mothers were reduced. Improving children’s health calls for policies targeting parents’ health-
related behaviors and social support.
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Socioeconomic conditions have been shown to influence
the risk of many types of ill health in Sweden. This is
manifested as increased mortality and in-hospital care
due to accidents and diseases such as cardiovascular dis-
ease and lung cancer in lower socioeconomic position
(SEP) groups [1,2], while there are smaller differences in
out-of-hospital medical care consumption [3]. However,
studies on social differences in medical care consump-
tion have been criticized for neglecting or excluding the
use of health services by children and young people,
d e s p i t ee v i d e n c et h a tp e o p l ei ny o u n g e ra g eg r o u p s
form a significant proportion of all healthcare users [4].
The social patterning of medical care consumption seen
in children does not necessarily follow the pattern seen
among adults, due to differences in disease patterns and
factors such as costs and availability. In Sweden, medical
care visits are free for children under the age of 12
years, and the drugs prescribed are subsidized with
taxes. Furthermore, there is a well-developed preventive
care organization offering regular visits until the child is
5-6 years old, controlling his or her physical and psy-
chological development and administering vaccinations
according to a general base program. These consulta-
tions are free of charge and optional.
It is widely acknowledged that the social position of
the family is closely related to the health risks that small
children are exposed to, and so the environment in
which children grow up is closely associated with their
health [1,5]. The family’s socioeconomic situation affects
the child’s health from the very beginning, through the
mother’s living conditions and health habits during her
pregnancy. Parental smoking, short duration of breast
feeding and low social support are more common in
lower socioeconomic groups, and have all been shown
to be associated with increased morbidity in infancy
[1,6-12], which in turn might lead to increased medical
care consumption. However, to date there are only a
few studies on socioeconomic differences in medical
care consumption among small children [13,14]. To the
best of our knowledge, there is no study that has inves-
tigated the contribution of differences in parental beha-
vioral factors and social support to socioeconomic
differences in medical care consumption. The aim of the
present study was to investigate potential differences in
parental preventive behavior, risk behavior, social sup-
port, and the use of medical care among small children
in Malmö, Sweden, by maternal educational level. We
also wanted to examine whether potential differences in
child medical care consumption by maternal educational
level could be explained by differences in parental beha-
vior and social support.
Methods
Study population
This study was conducted in Malmö. Malmö is situated
in the southwest part of Sweden. It is the third largest
town in the country, with a population of about 300 000
inhabitants. It is a multiethnic city, with 30% of its inha-
bitants having been born abroad [15]. The study was
population-based and cross-sectional. The study popula-
tion comprised 8-month-old children from Malmö, who
visited the Child Health Care (CHC) centersduring
2003-2007 for their 8-months check-up, and whose par-
ents answered a self-administered questionnaire (n=
9,289 children; 65% of those who received the ques-
tionnaire). The CHC centersin Sweden are a well-estab-
lished organization with a strong tradition, monitoring
children’s physical and developmental health in order to
reduce mortality, morbidity, and disability among babies
and young children. The CHC centers offer base pro-
grams including regular visits until the child is 5-6 years
old, controlling his or her weight, height, hearing, sight,
and physical and psychological development, as well as
administering vaccinations according to the base pro-
gram. Some of the visits are conducted with a nurse,
and some with a nurse and a physician. The CHC cen-
ters support and educate parents concerning childcare
and child development. The CHC focus is prevention;
visits are voluntary and the consultations are free of
charge. As many as 99% of children aged 0-5 participate
[16].
The questionnaire contained approximately 30 ques-
tions about issues such as the parents’ educational level,
country of birth, social support, and the child’s medical
care consumption and housing. It also included ques-
tions about maternal smoking during pregnancy, pre-
sence of secondhand tobacco smoke and breastfeeding.
The questionnaire was validated and translated into five
different languages: Albanian, Arabic, English, Serbo-
Croatian, and Somali [17].
Maternal educational level
Maternal educational level was based on years of
schooling and divided into lower educational level (i.e.,
9 years or less), medium educational level (i.e., 10-12
years), and higher educational level (i.e., more than 12
years of education).
Parental and child characteristics
Parents’ country of birth was divided into: both parents
born in Sweden, one parent born in Sweden, and both
parents born outside Sweden. Low birth weight was
defined as < 2500 g, and normal birth weight as ≥ 2500
g. Number of children at home was assessed through the
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home?”
Social support
Emotional support (given to the parents) was assessed
with the question: “Do you have someone who can give
you proper personal support to cope with life’ss t r e s s e s
and problems?” with answers being classified into high
emotional support ("yes, definitely” or “yes, probably”)
and low emotional support ("not for certain” or “no”).
Practical support (given to the parents) was assessed
with the question: “Would you be able to get help from
someone to look after your child, within the same day?”,
with answers being classified into low practical support
("not for certain” or “no”) and high practical support
("yes, definitely” or “yes, probably”).
Preventive behavior
Breast feeding, tooth brushing, and participation in
parental preventive programs
Length of breastfeeding was dichotomized into <4 and ≥4
months of exclusive breastfeeding. Difficulties with
breastfeeding were assessed through the question: “Has
the child’s mother had any breastfeeding problems?”
with response alternatives: “Yes” or “No”.T h et y p e so f
breastfeeding problems were further assessed through
the question: “If yes, what kind of problem?“ with
response alternatives: “Difficulties getting milk produc-
tion started"; “Insufficient breast milk"; “Sore nipples";
“The child had difficulty suckling"; “Other, please spe-
cify?”. More than one type of problem could be
reported. Having brushed the child’st e e t hwas assessed
through the question: “If the child has any teeth, have
you started to brush them?” with response alternatives
of “Yes” or “No”. Parental training was assessed through
CHC-journals, in which the nurse stated whether or not
the parents had taken part in a parental educational
program. The parental training program includes infor-
mation and discussions about issues such as delivery
and parenthood.
Risk behavior
Smoking during pregnancy and secondhand tobacco smoke
Maternal smoking during pregnancy was divided into yes
and no. Exposure to secondhand tobacco smoke during
early life (when the child was 0-4 weeks of age) was
divided into no (no exposure at all) and yes (daily expo-
sure, including smoking outside).
Medical care consumption
Having sought care from a doctor during the last 8
months in addition to the regular CHC-visits was cate-
gorized into “Yes” or “No”. In-hospital stay was assessed
through the question: “Has the child been admitted to
hospital during the last 8 months?” with response alter-
natives of “Yes” or “No”.
Statistical methods
Proportions with 95% confidence intervals of parental
preventive behavior (length of exclusive breastfeeding,
tooth brushing, participation in parental educational
program), parental risk behavior (maternal smoking dur-
ing pregnancy and secondhand tobacco smoke), and
social support (low emotional support, low practical
support) were analyzed in relation to maternal educa-
tional level. The odds of medical care consumption,
(doctor’s visits and in-hospital care), were analyzed in
relation to exposure to one, two or three unfavorable
parental behavioral factors (exclusive breastfeeding <4
months, maternal smoking during pregnancy, and sec-
ondhand tobacco smoke) by logistic regression. Logistic
regression was further used to analyze the associations
between maternal educational level and the child’s medi-
cal care consumption. Multiple logistic regression ana-
lyses were performed in order to adjust the estimated
OR for covariates. Model 1 included year, sex, parents’
country of birth, low birth weight and number of chil-
dren at home; model 2 included model 1 with additional
adjustment for low emotional support and low practical
support; and model 3 included model 2 with additional
adjustment for maternal smoking during pregnancy, sec-
ondhand tobacco smoke at 0-4 weeks; and length of
exclusive breastfeeding. Statistical analyses were per-
formed with version 17.0 of SPSS for Windows. The
study was approved by the Regional Ethical Committee,
Lund University.
Results
Table 1 shows the association between maternal educa-
tional level and parental preventive behavior. Exclusive
breast feeding ≥4 months was more common among
mothers with higher levels of education than among
less-educated mothers. A similar pattern of association
was seen for tooth brushing and participation in paren-
tal educational programs. Since it is well-known that
participation in parental educational programs might
differ depending on whether or not the child is the par-
ents’ firstborn child, we repeated the latter analyses
among parents with firstborns only. The results showed
proportions of 40.8% among less-educated mothers (i.e.,
≤ 9 years of education), 68.2% among mothers with 10-
12 years of education and 81.8% among mothers with
more than 12 years of education.
Among mothers without breastfeeding problems 83%
exclusively breastfed their child for at least 4 months,
while the corresponding proportion among mothers
with such problems was 42%. Many of the factors asso-
ciated with a shorter period of exclusive breastfeeding
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blems, such as presence of secondhand tobacco smoke
at 0-4 weeks, low birth weight, and having been
admitted to neonatal care ward after delivery (data not
shown). However, there were no differences in the fre-
quency of reported breastfeeding problems between
those of low and higher educational level (data not
shown).
Although, there was no difference in the frequency of
breastfeeding problems according to mother’se d u c a -
tional level, the types of problems were different in
mothers with different educational levels and the various
types of breastfeeding problems also showed clear differ-
ences in terms of the effect on length of breastfeeding.
Insufficient breast milk was associated with the lowest
proportion of exclusive breastfeeding ≥4 months (Figure
1). Various types of breastfeeding problems also differed
by maternal educational level (Figure 2).
Table 2 shows the association between maternal edu-
cational level and parental risk behavior. Smoking dur-
ing pregnancy was five times more common among
less-educated mothers (≤9 years of education) compared
to among mothers with a higher level of education (>12
years of education). Furthermore, presence of second-
hand tobacco smoke during the first 4 weeks in life was
much more common among children to less-educated
mothers.
Table 3 shows presence of low social support (given to
the parents) in relation to maternal educational level.
Less-educated mothers more often experienced both
low emotional support and low practical support in
comparison to mothers with a higher level of education
(>12 years of education).
Figure 3 shows the association between exposure to
unfavorable parental behavioral factors and child medi-
cal care consumption. Increased exposure to unfavorable
parental behavioral factors (maternal smoking during
pregnancy, secondhand tobacco smoke during 0-4
weeks of age, and duration of exclusive breastfeeding <4
months) was associated with increased odds of child
medical care consumption (i.e., doctor’s visits and in-
hospital care). The odds were doubled when exposed to
all three risk factors (Figure 3).
Table 4 shows the odds ratios of child medical care
consumption by maternal educational level. Children of
less-educated mothers showed increased odds of having
Table 1 Parental preventive behaviour by maternal educational level in 8-month-old children in Malmö, Sweden
Exclusive breastfeeding ≥ 4
(%, 95% CI)
Tooth brushing
(%, 95% CI)
Having taken part of parental education program
(%, 95% CI)
Maternal educational level
≤ 9 years of education 47.7 (44.1, 51.5) 51.2 (47.2, 55.1) 36.0 (32.7, 39.2)
10-12 years of education 55.5 (53.4, 57.5) 67.3 (65.1, 69.5) 52.8 (50.8, 54.7)
> 12 years of education 67.6 (66.2, 68.9) 71.9 (70.4, 73.3) 69.4 (68.1, 70.6)
0 1 02 03 04 05 06 07 08 09 0 1 0 0
Other
Insuffiicient breastmilk
Sore nipples
The child had
difficulties suckling
Difficulties getting
milkproduction started
No breastfeeding
problems
%
Figure 1 Exclusive breastfeeding for 4 months or more by presence of various types of breastfeeding problems.
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besides the regular CHC visits, even after adjustment for
year, sex, number of children at home, parents’ country
of birth and low birth weight (model 1), OR = 1.28
(95% CI: 1.09, 1.50), compared to higher educated
mothers (>12 years of education). This association per-
sisted after additional adjustment for low social support
(model 2), OR = 1.25 (95% CI: 1.06, 1.48), but became
statistically non-significant after additional adjustment
for maternal smoking during pregnancy, presence of
secondhand tobacco smoke during 0-4 weeks of age,
and duration of exclusive breast feeding less than 4
months (model 3). A similar pattern of association was
seen for in-hospital care with a higher odds of in-hospi-
tal care among children to less-educated mothers (OR =
1.34 (95% CI: 1.08, 1.66)) for model 1 and ((OR = 1.33
(95% CI: 1.06, 1.65)) for model 2. This association
turned statistically non-significant in model 3.
Discussion
The results showed that maternal educational level is
closely related to the health risks that small children
are exposed to. Children with less-educated mothers
were exposed to more health risks, fewer health pro-
moting factors, worse social support, and had a higher
medical care consumption than children whose
mothers had higher levels of education. After adjust-
ment for parental behavioral factors (maternal smoking
during pregnancy, secondhand tobacco smoke during
the child’s first four weeks of life, and exclusive breast-
feeding <4 months), the excess odds of doctor’s visits
and in-hospital care among children with less-educated

Figure 2 Presence (%) of various types of breastfeeding problems by maternal educational level. Lower educational level, ≤ 9 years of
education; medium educational level, 10-12 years of education; and higher educational level, > 12 years of education
Table 2 Parental risk behaviour by maternal educational level in 8-month-old children in Malmö, Sweden
Maternal smoking during pregnancy
(%, 95% CI)
Exposure to secondhand tobacco smoke at 0 to 4 wks
(%, 95% CI)
Maternal educational level
≤ 9 years of education 20.6 (18.0, 23.3) 38.6 (35.5, 41.8)
10-12 years of education 12.2 (10.9, 13.4) 26.7 (25.0, 28.3)
> 12 years of education 3.6 (3.1, 4.1) 10.7 (9.9, 11.5)
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significant.
It is not easy to make international comparisons in
medical care consumption due to differences in factors
such as availability and fees. A study from Great Britain
[18] showed that children and young people living
under materially deprived conditions were more likely
to be admitted to hospital. However, two other studies,
one from Sweden and one from Great Britain, found no
socioeconomic differences in the use of health services
by children [4,19]. According to another Swedish study
(published in 2000) among children aged 1-5 years, less-
educated parents were less likely to have paid a visit to
a physician when their child had an infection and less
likely to have consumed antibiotics, compared to more
highly-educated parents [20]. These results are in con-
trast to the findings in one of our previous studies, pub-
lished in 2009, where we showed that the odds of small
children’s use of antibiotics increased as parental educa-
tional level decreased [21]. Some of these differences in
results might perhaps be related to differences in day
care and reduced costs of medical care visits for
children. Low educational groups are likely to be more
sensitive to the costs of medical care.
The differences in child medical care consumption
were reduced after adjustment for parental behavioral
factors, i.e., maternal smoking during pregnancy, early
exposure to secondhand tobacco smoke, and duration of
exclusive breastfeeding <4 months. These factors may
theoretically be regarded as intermediate factors in the
same causal chain and were shown to be associated
both with maternal educational level and medical care
consumption. There may be different mechanisms
underlying the association between such behavioral fac-
tors and medical care consumption. Earlier studies have
shown breastfeeding to be protective and associated
with decreased morbidity in infancy with a lowered inci-
dence of infectious diseases [8,22], asthma [9], over-
weight [23], and some childhood cancers [10], as well as
a better cognitive development [11]. Maternal smoking
during pregnancy has been shown to increase the odds
for having a child with cleft lip/palate [24], decreased
lung function [1], colic pain [25], and meningococcal
disease during the first years of life [26]. Maternal
Table 3 Low social support by maternal educational level
Low emotional support (%, 95% CI) Low practical support (%, 95% CI)
Maternal educational level
≤ 9 years of education 35.5 (32.4, 38.6) 37.1 (34.0, 40.3)
10-12 years of education 14.3 (13.0, 15.6) 21.7 (20.1, 23.3)
> 12 years of education 9.5 (8.7, 10.3) 26.8 (25.7, 28.0)
Figure 3 Odds ratios and 95% confidence intervals for various types of medical care consumption (doctor’s visits and in-hospital care)
in 8-month-old children in Malmö, Sweden, by presence of one, two or three unfavorable parental lifestyle factors (maternal smoking
during pregnancy, secondhand tobacco smoke during 0-4 weeks of age, and duration of exclusive breastfeeding < 4 months). The
reference group comprised children who were not exposed to maternal smoking during pregnancy or secondhand tobacco smoke during 0-4
weeks of age, and who were exclusively breastfed ≥ 4 months
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shown to be associated with wheeze in infancy [7]. A
recent review showed that secondhand tobacco smoke
was associated with both the onset and severity of
asthma, as well as respiratory and middle ear infections
among children [27]. The latter effect has been shown
to be of particular importance during the first two years
of life [1].
Earlier studies have shown that parental behavior is
influenced by material resources and knowledge of
favorable life styles [1]. Similarly, in the present study,
children with lower educated mothers also more often
lacked the protective advantages of breastfeeding. The
most common problem with breastfeeding among less-
educated mothers was insufficient breast milk, which in
turn was the breastfeeding problem associated with the
lowest proportion of exclusive breastfeeding ≥4m o n t h s .
Knowledge about the type and occurrence of the various
problems related to duration of breastfeeding is impor-
tant in order to allow the construction of effective
breastfeeding promotion programs.
Low emotional and practical support have previously
been shown to be associated with health care seeking
[28,29]. For example, a recent American study showed
that children whose parents experienced low emotional
support had higher odds for having paid visits to pri-
mary care with the child [28]. Poor maternal psychoso-
cial functioning may influence the child’sp s y c h o s o c i a l
and physical health both directly, by inhibiting the
mother’s ability to care for the child, and also indirectly
through her limited personal resources to help her child
by turning to a physician for assistance [29].
Certain methodological issues need to be addressed.
First, about two thirds (65%) of the parents who
received the study questionnaire responded to it. An
earlier study showed only small differences between par-
ticipants and the general population with regard to the
parental educational level, but with an underrepresenta-
tion of children whose parents were born outside Swe-
den [17]. Such an underrepresentation might affect
absolute descriptive measures such as prevalences and
proportions. However, when studying associations, it is
more important that the relation between exposure and
disease is similar for those who participate in the study,
and those who are theoretically eligible for the study,
including those who do not participate, rather than
strict criteria of representativity [30]. The likelihood of
s u c hs e l e c t i o nb i a si nag i v e ns t u d yi so f t e na s s e s s e db y
subjective reasoning. Second, self-reported data on par-
ental behavioral factors is a potential source of bias. A
recent review found a tendency to underestimate self-
reported smoking, especially when smoking is seen as
undesirable, such as during pregnancy [31]. Such an
underestimation would lead to a dilution of the true
associations. However, there are studies that have vali-
dated questionnaire information on presence of mater-
nal smoking through blood samples measuring cotinine
and thiocyanate in cord serum, reporting good agree-
ment between high and low levels of biomarkers and
daily and non-smoking mothers [32]. Self-reported
length of breastfeeding is another potential source of
bias. Previous studies on the validity of self-reported
breast-feeding have been made [33,34]. A review on the
validity and reliability of maternal recall of breastfeeding
practice concluded that maternal recall is a valid and
reliable estimate of breastfeeding duration, especially
when the duration of breastfeeding is recalled after a
shorter period (≤ 3 years). However, validity and reliabil-
ity of maternal recall for the age at introduction of food
and fluids other than breast milk was less satisfactory
[34]. Thus, there might be some recall error with regard
to self-reported length of breastfeeding in the present
study. Self-reported visits to medical care might be
another potential source of bias. An American study, of
self-reported information about children’s hospitaliza-
tions and emergency visits, showed that parents had
good recall information over the first 3 years of a child’s
life [35]. Although some degree of recall error cannot be
ruled out, it would, if anything, most likely be of a non-
systematic nature, thus attenuating the true association
Table 4 Odds ratios (95% CI) of doctoral visits and in-hospital stay in relation to maternal educational level
Doctoral visit beside the regular CHC visits during the last 8 months In-hospital stay during the last 8 months
Model 1
b OR
(95% CI)
a
Model 2
c OR
(95% CI)
a
Model 3
d OR
(95% CI)
a
Model 1
b OR
(95% CI)
a
Model 2
c OR
(95% CI)
a
Model 3
d OR
(95% CI)
a
Maternal educational level
≥12 years 1.0 1.0 1.0 1.0 1.0 1.0
10-12 years 1.27 (1.15,1.41) 1.26 (1.14,1.40) 1.14 (1.02,1.29) 1.07 (0.93,1.24) 1.07 (0.93,1.24) 1.04 (0.88,1.25)
≤ 9 years 1.28 (1.09,1.50) 1.25 (1.06,1.48) 1.11 (0.91,1.35) 1.34 (1.08,1.66) 1.33 (1.06,1.65) 1.16 (0.89,1.51)
aOR odds ratio; CI Confidence interval
bAdjusted for year, sex, parents country of birth, low birth weight and number of children at home
cModel 1 with additional adjustment for low emotional support and low practical support
dModel 2 with additional adjustment for maternal smoking during pregnancy, secondhand tobacco smoke at 0-4 weeks of age and exclusive breastfeeding less
than 4 months
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consumption. Third, we use maternal educational level
as a measure of socioeconomic position (SEP). There
are also other well-known measures of SEP such as par-
ental occupational level and income that could be used,
but, unfortunately, we do not have information on these
other measures of SEP.
In conclusion, the results show that children with less-
educated mothers were exposed to more health risks,
fewer health-promoting factors, worse social support
and had a higher medical care consumption than chil-
dren with higher-educated mothers. Furthermore, the
differences in child medical care consumption by mater-
nal educational level emphasize the notion that chil-
dren’s health seems to be influenced by the
characteristics of the families into which they are born.
Thus, improving children’s health calls for policies that
target the parent’s health-related behaviors and social
support.
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